(2) Thirty-one cases of carcinoma of the pyriform sinus.
(3) Twenty-four cases of post-cricoid carcinoma. The site of origin of the growths. The early symptoms and signs. The value of examination by the cesophagoscope, and by suspension laryngoscopy.
The results of treatment of five cases by excision of post-cricoid epitheliomata and the signs of inoperable cases.
Impaired Mobility of the Cord in the Diagnosis and
Prognosis of Intrinsic Cancer of the Larynx (Observations based on Forty-four Cases Treated by Laryngofissure).' By Sir STCLAIR THOMSON, M.D. (ABSTRACT.) THIS communication leaves out of consideration cases which were only seen in consultation and cases which were not operated on. It was thought that more valuable conclusions might be arrived at by limiting the investigation to cases operated on; in which the diagnosis in every case was confirmed by microscopic examination of the removed growth; and in which the after history of each case has been followed up to the present day or until death.
Of these forty-four cases the affected cord was only mobile in twenty-seven. In seventeen its movement was more or less impaired, the degree varying from mere sluggishness to complete fixation. In three of these cases the defect in movement developed while under observation after ten days, six weeks, six months or nine months. In one case an impairment of movement was noted two years before a subglottic growth was diagnosed.
In these forty-four cases it was ouly possible to remove a satisfactory portion beforehand (for microscopic examination) in ten cases. It is noteworthy that of these ten cases the cord moved freely in eight.
Of the twenty-seven cases with a mobile cord twenty-one are alive and free from local recurrence. Two have had local recurrence; one is dead of cancer in another part of the body; and three have died of other diseases.
Of the seventeen cases with impaired movement, only seven are alive without recurrence; five have died of local recurrence; one died of recurrence in the glands; one from haemorrhage soon after the operation; and three died from other causes.
CONCLUSIONS.
(1) Impaired mobility of a cord is not a necessary or a frequent symptom of intrinsic cancer of the larynx.
(2) It is, in fact, only met with in a minority of cases presenting themselves for diagnosis.
(3) It is more apt to be met with in an early case when the growth is imbedded in the cord or growing into it than in a distinctly sessile or even pedunculated tumour. It is also more usual with growths situated on the inner surface or the subglottic area than with those seated on the upper surface of the cord. Otherwise, fixation indicates an advanced case.
(4) When present it is a very valuable symptom in distinguishing a malignant from an innocent tumour. It is of little value, and may even be misleading, in diagnosing a malignant growth from a tubercular or syphilitic deposit. a (5) While in some cases it may be necessary to postpone a diagnosis in the absence of this symptom, yet as it is desirable to avoid any delay, we may have to rely on inspection, the age, sex, history and progress of the case, and the exclusion of other possibilities. The help of microscopic examination of a removed portion is only available in a small number of cases (ten out of forty-four).
(6) As regards prognosis it is an unfavourable symptom.
DISCUSSION.
Sir WILLIAM MILLIGAN: I remember very distinctly being taught that impaired mobility of the vocal cord was almost a certain sign of malignancy, and it took one a considerable number of years to learn to differentiate. I have seen many cases in which the mobility of the cords was normal, and yet in which the growth was malignant, At first, on account of the teaching I had received, I was inclined to think that because the cords moved freely, the case could not be malignant. Some of these cases are very perturbing, because it is difficult to get over the influence of one's original teaching. And now we have a very definite and detailed statement by Sir StClair Thomson which will be of great value to us all. The question as to wheie the deposit of malignancy is, is one of very great importance. If the malignant growth is on the surface of the cord, there is no reason why there should be any impaired mobility. On the other hand, if there is the least lateralization of the growth, or a tendency to infiltration, either subglottic or to the side, there is every reason for impairment of movement. This paper teaches us, at all events, that we must discard our previous views on this subject: because a cord moves with perfect freedom we must not think it is necessarily a benign growth. I xecall one case which gave me much anxiety: it was in the person of a very prominent Member of Parliament, who had a growth of a suspicious nature on the left vocal cord: it might have been papillomatous, or it might have been malignant. Another opinion was sought, and this opinion was that it could not be malignant, because the cord was so mobile. I insisted, however, that it was malignant, and I did a thyrotomy, removing the cord, which I submitted to microscopical examination. I obtained a very competent opinion to the effect that the condition was malignant throughout. Sir StClair Thomson's paper is an extremely valuable piece of deductive reasoning and clinical experience.
Mr. DOUGLAS HARMER: In cancers of the air-passages we must distinguish two types. First, there is the disease in which the irritation is completely local, and in which the growth is of a superficial character. In -such, the growth is spoken of as the "cauliflower" variety. Such cases are often reported as papillomatous, and it may be difficult to decide whether they are malignant. They are very rare on the tongue, but common on the palate and pharynx, and I think they occur on the surface of the vocal cord. I think these are the cases in which there is mobility of the mucous membranewhether it is the cord or the other part of the upper air passage. On the contrary, all of us know the type of carcinoma which is, microscopically, much more definite, in which the growth, from the start, takes on a deep ulcerative character, and very little tumour formation is present. On palpation of the growth one is uncertain how deep it has extended into the pharynx, the neck or the cartilages. Clinically, this type is quite different from the former. As to prognosis, I believe that cases in the first group do well with operation, whereas those in the second group do badly: it is almost impossible to get a good result with one of these deeply ulcerating carcinomata. There is another point of importance, namely, the effect of radium upon these two types. If filtered radium be applied to one of the cauliflower" epitheliomata by burying it aseptically in the immediate neighbourhood of the tumour, almost without exception, the tumour will shrivel away and become fibrotic. In some cases the shrivelling is so marked that the patient may live two or three years, even though the growth was quite inoperable. In the case of deeply-ulcerating epitheliomata, I ha've never seen radium do any good: in fact in nearly all of them it irritates the growths, which generally become septic, however carefully you bury the radium. Those are the cases in which Sir William Milligan says the growths soften with radium, and for those it is a bad form of treatment.
Dr. JAMES DONELAN: I do not know whether the first publication of Sir Felix Semon's paper had any relation to the case which is, perhaps, the leading one in regard to this class of ca.ncer, and on which the Chairman (Mr. Mark Brown Kelly: cEsophageal Obstruction Hovell) is more qualified to give an opinion than anyone else now surviving. I refer to the case of the Crown Prince of Germany. What must we do in cases in which we cannot come to a decision ? We have not any microscopical results to guide us, and we cannot trust the immobility. While we exercise " the flair of the physician " and take into account the patient's age, history and general condition, can we urge the patient to have his vocal cord removed on what has been hitherto regarded as insufficient evidence? Shall we submit such a patient to an impaired voice when it may not have been necessary, rather than run the risk of the case being malignant?
The CHAIRMAN (in answer to the remark of Dr. Donelan, referring to the case of the Crown Prince of Germany): Sir Morell Mackenzie stated that although there was no proof he thought the case would turn out to be malignant.
Sir STCLAiR THOMSON (in reply): I hope to have here to-morrow half a dozen cases, to show the results of laryngo-fissure years after the performance of that operation. One was a case in which the cord was absolutely fixed. I removed the thyroid cartilage, and three years have passed. Still, I am always anxious about these cases, and when the cord is fixed, I think it will be a question whether there should not be at least some hemilaryngectomy. Certainly the thyroid cartilage should be removed and scrutinized, and if it is found to be penetrated, a more extensive operation considered. As to what we are to do as regards diagnosis when the cord is not fixed and there is no specimen available for microscopical examination, I can only say I keep a watch and wait. It is desirable to take these people into your confidence. If the disease is slightly and slowly progressive and the patient is over middle age and we are able to exclude tubercle and syphilis, removal of the cord should be advised. If that were my condition, I would have the cord out, even if it were no more than suspicious. In my forty-four cases there was only one over which pathologists differed. I agree with Mr. Harmer that if these cases present themselves with a projecting growth on the cord and it is removable, they are the best cases one could have: but the deeper infiltrating cases, tending to fix the tissues, are more malignant.
(Esophageal Obstruction due to Hypertrophy of the Cardiac Sphincter and Narrowing of the Epicardia. THE case upon which this paper is based presented two rare and interesting cesophageal conditions, viz., hypertrophy of the cardiac sphincter and narrowing of the epicardia, one or both of which caused occlusion and death.
John -, aged 21, came to the Victoria Infirmary, Glasgow, on
